Colocutaneous fistula with nephrocutaneous fistula is a rare condition. Renal replacement lipomatosis is the result of the atrophy and destruction of renal parenchyma. We report a 60-year-old male with intermittent drainage mucus and fluid from ulcer of his right lumbar region. Renal ultrasound and plain abdominal X-ray revealed a chronic parenchymal disease with stone of the right kidney. Fistulography showed a fistula tract connecting the skin and the right pelvicalyceal system and the colon. Computerized tomography demonstrated a renal calculus with a massive fatty proliferation. The patient was planned for right nephrectomy and excision of the sinus tract.
Introduction
Enterocutaneus fistula (ECF) occurs simultaneously with the nephrocutaneous fistula (NCF) is a rare clinical condition. Infection associated with the kidney stones are the most common cause. 1e4 Renal replacement lipomatosis (RRL) is the result of the atrophy and destruction of renal parenchyma. 5 We report a case of NCF and CCF with renal calculus and RLL. The aim of this report was to add references to the data about this complex clinical condition.
Case report
A 60-year-old man came with a history of intermittent discharge from an ulcer over the right side of back, associated with foul smelling discharge for the past 4 years. Abdominal examination revealed multiple ulcers on the right lumbar region. It was pale black-red in color and did not bleed if touched. The size of largest ulcer was 2 cm Â 3 cm. The ulcer margins were inverted and occasionally discharge fluid and mucus. The discharge reduced when the patient took the medication but increased again after stopping therapy. Laboratory investigation revealed a normal leukocyte count (8 Â 10 9 /L). Urinalysis showed the presence of more than 10 leukocytes per high-power microscopic field. Urine culture showed Proteus Mirabilis. Renal ultrasound (US) revealed a chronic parenchymal disease of the right kidney with calculi of size 2cm x 2.5 cm. Abdominal X-ray (AXR) supported the suspicion of an opaque renal stone (Fig. 1) . A fistulography was performed using 60% urografin, which revealed a communicating fistula with the right pelvicalyceal system and proximal colon (Fig. 2 ). Unenhanced computed tomography (CT) scans of the abdomen showed atrophy of the right renal parenchyma with renal calculus. Additionally, there was a massive fatty proliferation within the renal sinus, hilus, and perinephric space of the right kidney (Fig. 3 ). The result of histopathological examination of the skin biopsy was hyperkeratosis of the epidermis with spores (fungus) and many inflammatory cells. No signs of malignancy. The patient was planned for right nephrectomy and excision of the sinus tract.
Discussion
An abnormal communication between the skin and the small or large bowel can arise from the duodenum, jejunum, ileum, colon, or rectum. The etiology of ECF can be characterized as a result from infective condition, postoperative, traumatic, and spontaneous. Spontaneous ECF is seen in about 15e25% of cases. Sepsis and malnutrition are predisposing factors. Less commonly, ECF develop spontaneously as part of the disease process in Crohn's disease or diverticulitis. 2, 3 ECF are classified as high output, moderate output and low output. High output fistulas are more prone to electrolyte imbalance and malnutrition. Moderate fistulas and high output fistulas are usually related to the small bowel. 2 In a series of patients with ECF is colocutaneus fistula (CCF). Some cases of CCF is caused by appendicular abscess drainage. In a rare case, a spontaneous CCF is caused from colonic cancer. 3 In this present case, is likely classified as low-output fistula. NCF is an inflammatory process of the kidney, and extend to adjacent urinary organs. Fistulae to the skin represent a late stage of the chronic renal infection. Gastrointestinal system and skin are the most commonly involved structures that may cause NCF communicate with CCF. 4 NCF spontaneously associated with CCF as in this case is a rare and complex clinical condition. Renal calculi and infection of the genitourinary system is the two most common predisposing factors of NCF. Some cases of urolithiasis may remain asymptomatic for a prolonged period and present later as an advanced or complicated disease. Nephrolithiasis and chronic urinary tract infection, is capable to damaging the entire kidney. 4 Renal Replacement Lipomatosis (RRL) is the result of the atrophy and destruction of renal parenchyma with massive increases of the amount of fat in the sinus and peri renal space. 5 In some cases, NCF have not shown pyuria and bacterial growth in their urine, because renal stone obstruct the contaminated urine to reach the bladder. RRL and Proteus Mirabilis were found in a urine culture, therefore Xanthogranulomatous pyelonephritis can be suspected in these patient. 4 Abdominal AXR and US usually is as the first imaging modalities during evaluation of such cases and then followed by fistulography. CT not only supports the diagnosis but also detects any changes in renal parenchyma and the extension of the disease to the extra renal region. CT scan enables an accurate diagnosis of RRL and aids in the differential diagnosis of fat-contained masses, such as retroperitoneal liposarcoma, renal lipoma, and angiomyolipoma. MRI provides further confirmation of RRL. 5 
Conclusions
Communication between a colocutaneous fistula and a nephrocutaneous fistula with renal stones and renal replacement lipomatosis is a rare and complex clinical condition. AXR and US are typically the first imaging studies conducted for evaluation of such cases and are then followed by fistulography. CT cannot only confirm the diagnosis but also detect any changes in the renal parenchyma and extension of the disease to extra renal regions.
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